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' Life Care Center of Greeneville is
F 300 | 483.25 PROVIDE CARE/SERVIGES FOR committed to upholding the highest™
8s=p | HIGHEST WELL BEING standard of care for its residents. This
includes substantial compliance with
Each resident must receive and the facil ity must ali applicable standards and regulatory
provide the necessary care and services to attain requirements. The facility respectfully
or maintain the highest practicable physical, works in cooperation with the State of
mental, and psychosocial weli-being, in Tennessee Departrment of Health toward
accordance with the comprehensive assessment the best interest of those wlo require the
and plan of care. services we provide.
While this Plan of Correction is nat tg
be considered an admission of validity
This REQUIREMENT is not met as evidenced of any findings, it is submitted in good
by: faith as a required response to the survey
Rased on facility policy review, medical record condueted February 16-18, 2016. This
review, observation, and interview, the facility Plan of Comection is the facility’s
Tailed to complete post dialysis assessments for 1 allegation of substantial compliance
resident (#72) of 2 residents reviewed for dialysis with Federal and State requirements,
of a total of 30 residents sampled. . . . .
F309 What corrcc?lxe action will be accomplished 4/3/16
The findings included: for g residenta faund to have bee ted
by the deficient practice:
Review of facility policy, Dialysis, (undated) 1) @) Resident #72 100% of Charge
revealed "...Post Dialysis..Obtaln vital signs of nurses werc cducated immediately on
resident upon return from dialysis...Monitor shurt facility policy for completion of pogt
site on a routine basis. Notify physician If any dialysis form with each dialysis visit
unusual problems are noted with shunt site by the Director of Nursing on
{tenderness, bleeding)...General H 0u2$_3f 1; 6y other recidonts bavi
guidelines...Assess for any signs/symploms of ~iow you will identify other residents having
infection...Monitor far any corﬁplicatioﬁs or the potential to be affected by the same
observations at vascular access site.. Document deficient practice and what corrective action
in the clinical nursing record: dialysis treatment will be taken; .
completed, order changes, condition of shunt 2) 2) 100% audit completed
site, complaints from resident (if applicable), and immediately on 2/18/16 by Director
whether physician was notified...” of Nutsing/Assistant Director of
Nursing of all residents who receive
Medical record review revealed Resident #72 was dialysis for completion of post
admitted to the facility on 7/18/15 with diagnoses dialysis assessment form. No further
including End Stage Renal Disease, Metabolic areas of concern were found with post
Encephalopathy, Dizbetes Mellitus, Sepsis, dialysis assessments.
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F 308 Continued From page 1 F3pg| What measures wjll be put into place or what 4/3/16
Urinary Tract Infection, Atrial Fibrillation, Systematic changes you will make to ensurg
Dependence on Renal Dialysis, Fibromyalgia, that the deflcitnt practice does not recyr;
Hypertension, and Hypothyroidism. 3) ) The Unit Managers and/or

weekend Nurse Supervisor will audit
Medical record review of the Pre/Post Dialysis for completion of post dialy sis forms
Communication form (an assessment used by on the days resident receives dialysis,
the facllity to document the pre and post dialysis The Director of Nursing/Assistant
condition of the resident) revealsd the faciity Director of Nursing will review the
failed to complete post dialysis assessments on 7 audits for compliatice of the post
dialysis treatment days (1/27,1 /29, 211, 2/3, 2/5, dialysis forms weekly for 4 weeks
2/8, 2/12/16) of 32 records reviewed, and monthly for 2 months.
Observation of Resident #72 with Registered How the corrective action will be monitored to
Nurse (RN) #1 on 02/18/16 at 9:17 AM, in the %m—ﬂmww
resident’s room revealed the resident had a What quality assurance proggam will be put
fistula (access used for dialysis freatment) in the into place; ) )
left forearm, Continued observation revealed no 4) 2) Director of Nursing/Assistant
sign of bleeding or inflammation at the access Directar of Nursing will present
site, results of audits to the Performance
Improvement Committee.
Observation and interview with Resident #72 on k) The Performance Improvernent
02/18/16 at 0:17 AM, i the resident' room Committee Consisting of Executive
revealed the resident was awake, alert, and hag Director, Director of Nursing,
no complaints related to dialysis lreatment Medical Director, Director of
services. Rehabilitation, Director of Health
Information, Dietary Manager,
Interview with the Director of Nursing (DON) on Directar of Maintenance, Director of
2/18/16 at 10:42 AM, in the DON's office Environmental Services, Director of
confirmed the facility failed to foliow their policy Social Services, Business Offico
for *...Post Dialysis..." assessment for Resident Manager, Activities Director, and
#72 upon returning from dialysis. Staff Development Coordinator will
review the results. If it is deemed
neeessary by the committee,
additional education may be
provided, the process
evaluated/revised, and/or the audits
reviewed for 3 months or until 100%
compliance s achieved,
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